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BREAKING GROUND, PLANTING SEED, AND  
HARVESTING RESULTS 

 
Results from Phase I of The Navrongo Experiment on developing a new health delivery approach were more than just 
encouraging.  They defined the broad outlines for raising the quality and efficiency of health service delivery in rural 
communities.  The Community Health and Family Planning (CHFP) Project has origins that date as far back as 1977 when the 
Ministry of Health (MOH) promulgated a policy that called for primary health care services at “Level A:” 
   

Because most disease problems that cause the high rates of illness and deaths among Ghanaians, are 
preventable or curable if diagnosed promptly by simple basic and primary health care procedures, the major 
objectives of the [Ministry of Health] are to extend coverage of basic and primary health services to the most 
people possible during the next ten years.  In order to provide this extent of coverage it will be necessary to 
engage the cooperation and authorisation of the people themselves at the community level. It will involve virtual 
curtailment of the sophisticated hospital construction and renovation and will require a reorientation and 
redeployment of at least some of the health personnel from hospital based activities to community-oriented 
activities.1 

 
The design.  The CHFP has two experimental 
dimensions:  i) The “Zurugelu Dimension” involves 
mobilizing existing traditional social institutions of 
chieftaincy, lineage, village governance, and com-
munity communication for primary health care. In 
the local language, Zurugelu literally means, “unity 
is strength”. In this context, it stands for 
“togetherness.”  Zurugelu volunteers, termed Yezura 
Zenna (YZ) have been trained and deployed in half 
of the district;  ii) The Ministry of Health outreach 
dimension is designed to make existing health 
service resources community based.  In all, 16 
Community Heath Nurses were retrained and 
redesignated as Community Health Officers (CHO), 
and deployed in village locations in half of the 
district where they move from compound to 
compound and provide health education, immun-
ization, treatment of minor aliments, family plan-
ning counseling and services. Since the mobilization 
of Zurugelu and MOH outreach resources can be 
undertaken independently, jointly or not at all, the 
two dimensions of the experiment imply a four-cell 
design.  Each of these four cells corresponds to a 

catchment area of a “Level B” sub-District Health Centre (see figure above).  Cell 1 is an area utilising the Village Volunteer or 
Yezura Zenna (YZ)/Yezura Nakwa (YN) concept which consists of mobilising traditional cultural resources at the periphery.  Cell 2 
involves posting Community Health Officers (CHO) to Community Health Compounds (CHC) and mmobilising existing MOH 
resources to support community health care.  Cell 3 is a combination of both CHO and YZ/YN in heath service delivery.  Cell 4 is 
a comparison area where usual clinic-based services and the usual MOH outreach clinics are conducted. 
 
Operational results.  A pilot phase of the CHFP demonstrated mechanisms for achieving the long-standing goal of developing 
community health care by: i) consulting communities and approaching them to construct CHC where nurses could live and 
provide health services; ii) retraining CHN and redesignating them as CHO to function as community-based health workers; iii) 
equipping CHO with motorbikes and training them to provide compound-to-compound services in regular work cycles; iv) 
supplying an initial allocation of essential drugs to be distributed on a cost recovery basis; and v) developing administrative 

                                                 
1 Source: Health Policies for Ghana, p.1 National Health Planning Unit MOH, Accra, 1997. 
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support systems for village services to include health system supervision, management information systems, community liaison, 
communication, and logistics support. 

 
The Zurugelu arm of the experiment utilizes a new and comprehensive 
community-managed programme of volunteer health service delivery. This 
involved approaching chiefs and elders and constituting village health 
committees, training committees in the requirements of managing 
volunteer effort, guiding committees in the selection of volunteers, training 
volunteers in recurrent training sessions, and providing community health 
committees with simple-to-use village worker-based MIS for the control of 
essential drugs and the monitoring of the service performance of 
volunteers. Close supervisory liaison procedures are designed to develop 
community-based accountability for volunteer service activities 
 
Coverage for health services has greatly increased. For the first eleven 
months of 1997 (January to November) eight CHN that have been 
redeployed to work as CHO, each in defined catchment communities in 
the Central sub-district of the Kassena-Nankana District, managed a total 
of more than 10,000 outpatient cases. Over the same period of time a fully 
functional health centre in the Kassena-Nankana East sub-district, with a 
Medical Assistant and a full complement of health workers totaling over 
twenty, saw less than 3,000 OPD cases. The CHO, in addition, visit on the 
average seven compounds a day where they provide compound-relevant 

and compound-specific health education.  Since the average number of people in a compound is 10, it means the CHO is able to 
provide health messages to about seventy people each day.  A single CHO can therefore outperform an entire sub-district health 
centre. 
 
Demographic results. The project has had both fertility and mortality effects: 

 
• Fertility. In Cell 1, the project has had an impact on fertility in the first 

year, but this effect was temporary, suggesting that couples will adopt 
contraception when Zurugelu activities are launched but that sustaining 
programme effects requires more comprehensive community health care 
than can be managed by volunteers alone.  In Cell 2, there has been no 
fertility effect up through the year 2000.  This suggests that the role of 
Zurugelu activities is a necessary component of the programme.  In Cell 
3, where services are combined, the Total Fertility Rate (TFR) declined 
by about one-half of one birth in the first project year and declined by an 
additional 0.1 birth subsequently. This effect is significant and observed 
in all age groups in contrast to patterns observed in Asia and Latin 
America. Early results also suggest that limited mobility of women and 
lack of autonomy to seek services requires strategies for doorstep service 
delivery. When the Zurugelu approach is combined with CHO 
community care, the programme works. 

 
• Childhood mortality.  It is too early in the project to make definitive 

conclusions about survival effects. When preliminary results are 
examined, findings demonstrate a need for continuing health research 
and strategic review of operations.  None of the CHFP treatments have 
reduced neonatal mortality, although health technologies that are being investigated independent of the CHFP may have had 
beneficial effects.  In Cell 1, there is no apparent under-5 survival effect of the project.  In fact, in the second year of life, 
mortality risks may even increase slightly.  Hypotheses, which explain this effect, are under investigation.  However, the 
CHFP has reduced childhood mortality.  This impact of the CHFP is likely to operate through improved treatment of acute 
respiratory infections, malaria, and diarrhoea, or possibly improved childhood vaccination coverage.  The precise causes of 
the survival impact of the CHFP remain the subject of investigation and observation.  However, preliminary evidence 
suggests that childhood mortality may be substantially reduced by CHO community-based health care. 

One of the first CHO deployed in the field 

Child survival became a crucial 
issue in the CHFP


